T H E U S E O F P H Y S I C A L M E T H O D S
in the treatment of disease or injury dates back to the earliest times. The Greeks were firm believers in the therapeutic value of heat, massage, bathing and exercise. The high esteem in which hydrotherapy was held by the Romans is evident from the elaborate bathing establishments built in many lands throughout their ancient empire. The belief in t h e healing properties of natural mineral waters, used both externally and internally, has survived to the present day. There can be no doubt that many patrons of British and continental spas derived great benefit from the 'cure' with its regular hours, curtailment of calories, physical activity, and copious draughts of -the local mineral water. The u importance of obesity in the aetiology of disease is now recognized, but in those days much of the credit for improvement in health and well being was given to the various forms of physiotherapy and hydrotherapy employed. More recently, the value of such procedures has been viewed more criticallv. There is little scientific evidence of effects other than those attributable to heat, counterirritation and active movement. all of which can readilv be reproduced with relatively simple equipment. In recent years many of the more traditional forms of physiotherapy, especially those of a passive nature calling for little or no effort on the part of the patient, have been replaced by the organization of remedial classes for patients with similar disabilities. This form of group therapy is now commonly used in the treatment of fractures, injuries to joints, postural deformities and many of the less severe forms of rheumatic disease.
Diagnosis
In general practice between 10 and 15 per cent of all patients seeking advice complain of musculo-skeletal symptoms which they regard as rheumatic in origin. The practitioner's first problem is one of diagnosis. It need not be emphasized that many diseases other than those belonging to the rheumatic group can first present with symptoms referable to the muscles, joints or bones. Examples spring readily to mind: osteomalacia, multiple myelomatosis, myxoedema, hyperparathyroidism, acromegaly, hypertrophic pulmonary oesteoarthropathy, haemophilia, malignant deposits in bone or primary tumours of bone, disease of the viscera in which pain is referred to more superficial structures with the same segmental innervation, and diseases of the central nervous system. Experience in a busy rheumatic clinic has emphasized the dangers of a facile acceptance of rheumatic disease as a basis for musculo-skeletal symptoms, especially in middle-aged and elderly people. The prescription of physiotherapy in such patients may seriously delay the establishment of the correct diagnosis. Not infrequently the nonspecific effect of such treatment in easing pain and stiffness appears to support a diagnosis of rheumatism. In a fi~rther group of patients, diffuse muscular aching and stiffness are manifestations of anxiety or emotional tension. As a rule, the experienced practitioner will have little difficulty in reaching a correct assessment of the cause of symptoms in such circumstances, but the temptation to prescribe an acceptable form of treatment such as heat and massage is hard to resist. Once such treatment has been instituted it becomes increasingly difficult to limit its duration. These patients improve as long as the course continues but relapse soon after it ends. It may not always be easy for the busy practitioner to uncover the cause of psychosomatic symptoms, but not infrequently a simple explanation of how they arise will be accepted, with subsequent relaxation of tension and improvement in outlook.
None would deny the need to refer patients with more severe symptoms to hospital for detailed investigation but, in the writer's opinion, many are referred unnecessarily at the present time. General practitioners now have at their disposal diagnostic procedures formerly available only in hospital.
A substantial number of patients complain of recurrent attacks of pain and stiffness, without evidence of serious organic disease. Common sites for such symptoms are the neck, shoulder girdle, lumbar and gluteal regions. Pain may radiate down arms or legs, but examination reveals no evidence of involvement of the spinal roots. In others,
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complaints are referred to the larger joints but no radiological evidence of arthritis is found. Until comparatively recently these patients were thought to be suffering from fibrositis-an inflammation of the fibrous supporting structures of the body. This hypothesis is now receiving less support. It is accepted that diffuse aching pain, poorly localized and accompanied by areas of superficial tenderness and muscular spasm can arise from lesions in ligaments, fascia, joint capsules and musculo-tendinous junctions. This has been clearly demonstrated by the classic work of Kellgren and Lewis on the nature of deep pain. Such lesions become more common as age advances. Muscles become less efficient, intervertebral discs lose their resilience, and prolonged occupational stresses are more liable to lead to degenerative changes. It can readily be accepted that such changes may provide a cause for symptoms long before radiological evidence of osteoarthritis appears. This form of rheumatism is common in heavy industry and mining. In women, obesity is the most important aetiological factor. In such cases the patient's symptoms are an unreliable guide to the underlying lesion. Careful search will often reveal areas of deep tenderness of which the patient is unaware. Infiltration of such areas will temporarily banish tenderness, muscle spasm and referred pain. It is in this type of patient that simple forms of physiotherapy, readily available in the majority of homes, can be most usefully employed.
Methods
It is important to remember that with the exception of diathermy, the effect of physical agents is mediated by their action on the skin and subcutaneous tissues.
Local heat eases deep pain and relaxes muscular spasm. These effects may depend partly on superficial vasodilation, partly on reflexly induced alterations in blood flow in deeper tissues, and partly on stimulation of sensory nerve endings in the skin. Advantage is taken of the analgesia and relaxation of spasm to allow a restoration of a more normal range of movement.
Heat combined with massage may have a greater effect on local circulation and be more effective than heat alone in the presence of exudates or oedema, but claims that adhesions can be broken down and nodules dispersed by massage are probably without foundation.
Ultraviolet light has a powerful counterirritant effect on the skin, but is seldom used in the treatment of local or referred pain. Its application requires skilled supervision and patients should be discouraged from purchasing lamps for their own use. Controlled trials have discounted the claim that general exposure to ultraviolet light raises resistance to infection. Its power to convert ergosterol to vitamin D is no longer of therapeutic importance.
With the exception of the treatment of peripheral nerve injuries, galvanism and Faradism are seldom indicated. Graduated exercises have largely replaced electrical stimulation in the treatment of muscle wasting other than that following injury to motor nerves.
It is, perhaps, appropriate to mention that following acute injuries, such as simple sprains of joints, the application of cold compresses is often more effective in relieving pain and reducing swelling than local heat. It can safely be said, however, that heat is the most generally useful means of treatment available to the general practitioner in the therapeutics of the less disabling forms of rheumatism. Its value depends essentially on its effect in enabling the patient to practise active movements. Heat alone has no curative value. Suitable sources of heat are available in every home. Gas or electric fires, hot water bottles, hot poultices of kaolin or Fuller's earth can all be used with good effect. For wealthier patients, electric heating pads or portable infrared lamps may be more convenient. Paraffin wax baths and simple contrast baths can be used in the treatment of painful conditions affecting the hands and feet. A daily hot bath followed by brisk towelling is a valuable form of hydrotherapy available in the majority of homes. Local heat should be avoided in the presence of disease of the peripheral vessels.
It should always be made clear to the patient that heat is a preparation for active movement, which should be begun as soon as pain and spasm are relieved. More specific exercises may be required to strengthen weak muscles and correct faulty posture. Suitable tables of such exercises can be found in standard textbooks on physiotherapy. The majority of physiotherapists will readily give advice on their correct application. Progression can be achieved by weighting limbs with sand bags or arranging a simple pulleyweight circuit.
Conclusion
It can safely be said that accurate diagnosis followed by the intelligent use of the simple forms of physiotherapy described will prove effective in a large proportion of patients suffering from the less disabling forms of rheumatism. Many patients referred to hospital could be adequately treated in their own homes by these methods. Easing of the load on overcrowded physiotherapy departments in hospital would enable them to provide a more efficient service for patients in genuine need of the more highly specialized forms of treatment whose effects cannot readily be reproduced at home.
